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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1666 HILLVIEW DRIVE
IEW HEALTH CENT|
HILLVIEW MEALTH CENTER ELIZABETHTON, TN 37643
1X4) D SUMMARY STAYEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CQRRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATGRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
N 002| 1200-8-6 No Deficiencies N 002

During the Life Safety portion of the annual
Licensure survey conducted on March 2, 2015,
no defitlencies were clted under 1200-8-8,
Standards for Nursing Homes.
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